
tion under cocaine in order to separate tonsil and pil-
lar will give pus, which with a good-sized opening will
discharge continuously. Should there be no signs of
pus in either pillar the supratonsillar fossa must be
sought as the most probable seat of the suppura-
tion.
Here care must be used in the use of the knife,

since the great vessels lie in the pharyngomaxillary
space, and instances of death resulting from injuring
them in this way are on record. The great vessels
lie, however, in a plane posterior to one drawn through
the posterior pillars, so that if we avoid penetrating
the posterior pillar in the interior of the abscess we
are safe from this danger. The arterial supply of the
tonsil is derived from the dorsalis linguie, the ascend-
ing palatine, the tonsillar, the ascending pharyngeal
and the descending palatine arteries. Of these the
only one of importance is the tonsillar, which is a
branch of the facial. All these arteries enter the ton-
sil from its base, and we may avoid them by passing
between the tonsil and pillar. If, therefore, we fail
to find pus in either anterior or posterior pillar, we
should enter the supratonsillar fossa, taking care not
to penetrate further backwards than the posterior pil-
lar. Should pus be obtained a wider opening through
the tonsil may be secured. Cocaine should be used,
either submucously or by application to the mucous

membrane, in order to make the procedure as painless
as possible.

RETROPHARYNGEAL ABSCESS IN THE
ADULT.1

BY J. L. GOODALE, M.D., BOSTON.

The case of retropharyngeal abscess which I have
to report is of especial interest for two reasons, (1)
because of the age of the patient, and (2) because of
the demonstration of tubercle bacilli in the pus.
I shall not go into a general account of retrophar-

yngeal abscess, but will simply enumerate certain
salient points, before describing my own case : (1)It is quite an exceptional disease after the age of
four. In regard to classification, Bokay distinguishes
(1) idiopathic abscesses; (2) secondary abscesses
from disease of the cervical vertebra or from the
irrigation of pus from a superficial cervical adenitis ;
(3) septic abscesses; (4) abscesses from trauma.
Bokay suggests giving up the old term " idiopathic "
and calling the abscesses coming under this head
" retropharyngeal abscesses " from retropharyngeal
lymphadenitis ; thus separating them from the sec-

ondary abscesses, metastatic and traumatic, and per-
mitting at the same time definite etiological knowl-
edge. Bacterial invasion of the Pymph glands behind
the posterior pharyngeal wall will produce pathologi-
cal changes in these structures similar to those occur-
ring in other lymphoid tissues, giving rise, however,
in view of their localization, to characteristic clinical
symptoms.
Bacteriological examinations of the pus were made

in a large number of cases of acute abscesses by
Koplik, of New York, who found in every case

streptococci. So far as my search in the literature
goes, no case has been reported of tubercular retro-
pharyngeal lymphadenitis in the absence of caries of
the spine. Shurley, in his recent book, says that the

Statement of some observers that acute retropharyn-geal abscess in some cases is tuberculous is unsup-
ported by investigations.The following case came under my observation
June 14, 1900, in the throat clinic at the Massachu-
setts General Hospital in the service of Dr. Clark.
The patient was a waiter, eighteen years old. He
gave the history of the development four weeks ago,while in his usual good health, of swelling in the back
of his throat, which had slowly increased in size up
to the present time, unaccompanied by fever or otherdisturbances than those due to difficulty in swallowing.The patient was fairly well nourished, moderately pale,
but not cachectic. Examination of the throat showed
a bulging forward of the whole posterior pharyngeal
wall, due to the fluctuant swelling extending down-ward from the level of the soft palate. The lower
limit was not visible and no attempt was made to de-
termine it by palpation. The mucous membrane cov-
ering the swelling was essentially normal in appear-
ance. There was no evidence of disease of the
cervical vertebra;. A free incision was made with
a bistoury into the swelling and about four ounces of
pus evacuated. The knife immediately after with-
drawal from the abscess was carried to Dr. Wright
in the pathological laboratory. Two syringefuls of a
bouillon suspension of the pus were injected into a
guinea pig. On August 4th, then seven weeks after
the inoculation, the guinea pig was killed and showed
all the characteristic lesions of tuberculosis. With
regard to the subsequent condition of the patient, im-mediate relief followed the evacuation of the abscess.
I have recently written, requesting him to come for
examination. Although he has not reported in per-
son, he wrote me November 14th that his throat had
been in good condition since the operation and he was
otherwise in good general health.
This seems unquestionably a case of tubercular

retropharyngeal lymphadenitis, ending in suppura-tion. No point of entrance for the infection was
found.

1Read before the Clinical Section of the Suffolk District Medical
Society, December 19, 1900.

Medical Progress.
PROGRESS IN ORTHOPEDIC SURGERY.

BY F.. H. BRADFORD, M.D., AND F. J. COTTON, M.D., BOSTON.

CONGENITAL DISLOCATION OP THE HIP.

Lorenz, in a valuable book published in 1900, in
the treatment of congenital hip dislocation, considers
it as proved that the chief obstacle to reduction lies
in the soft parts. The obstruction offered by the
shortened muscles, fasciae and tendons can be over-
come by mechanical means, but the obstacle offered
by the capsule itself is the chief one to be considered
in the reposition, and the most important of all the
obstacles is a narrow capsular isthmus. The liga-
mentum teres offers but little obstruction. He con-
siders that the rudimentary acetabulum is not largeenough to retain the head of the femur and for this
reason the limb must be held for some time in an ab-
ducted position after correction, in order that the ace-
tabulum may be moulded into the proper shape. It
is necessary that the limb, after correction, should be
held in what he calls the primary position, in order to
keep the head next to the acetabulum.
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But besides this, and more important, is what he
calls the secondary position, which involves the throw-
ing the weight of the body upon the head of the
femur, by allowing the patient to walk in a required
position which brings a strain upon the head of the
femur and the rudimentary acetabulum. He considers
that the bloodless operation is best performed between
the ages of ten and three in single disloc tion. The
cure cannot be said to be established except after a
thorough after treatment. In cases which are too old
for reduction the writer recommends a combination of
the bloody and unbloody method ; that is, the reposition
of the head by means of operation without deepening
of the acetabulum, and the after treatment according
to the principles of the bloodless method. He thinks
that preparatory extension is unnecessary in young
children ; in older children this can be supplemented
by subcutaneous tenotomy of the long muscles. In
young children the reduction of the dislocation can
take place by means of the hand without the help of
apparatus, through extension and abduction of the
flexed and inward twisted femur. In the more severe
cases it is necessary to stretch the limb by using a

wedge-shaped padded formed cushion under the tro-
chanter as a fulcrum. The thigh is abducted to 90°
gradually by lever movement and the head brought
into place. Great care must be used in the employ-
ment of this maneuvre. After reduction the limb is
best kept in a slightly abducted position, with the
limb turned outward. The latter position is desirable
in order, by pressure, to increase the strength of the
anterior fibrous walls of the capsule, and to present
a flat position forward. This apparatus should be
worn for four or five months. The possibility of a
reluxation backwards may be considered as avoided.
When a middle position with flexion and abduction of
the secondary position is reached the limb is placed in
this position and the apparatus worn for five or six
months, the apparatus consisting of a plaster bandage.
In the first stage hyperextension is desirable. Active
gymnastics are necessary in addition to the cor-
rection. In double dislocation the reduction of both
hips should be done at the same time in young chil-
dren.
Lorenz is of the opinion that, for a cure, treatment

by means of fixation apparatus is necessary for two
years after the reposition.
Kirmisson1 reviews the subject as a whole. Lor-

enz earlier claimed his method (the bloodless reduc-
tion) as a radical one, but in 1898 recognized that in
many cases as shown by the x-ray, his results, though
good, were not a true reduction, but a transposition of
the femoral head forward.
The list of complications (of all bloodless methods)

is large. It includes many fractures of the femoral
neck, epiphyseal separations, one fracture of the
pubes, a gangrene of the thigh due to obliteration
of the femoral vessels by the forward displaced head,
and several paralyses of various sciatic branches, for-
tunately temporary.
As to results of the bloodless method, Lorenz has

failed 15 times in 360 cases, and of 135 cases the radio-
graphs of only 79 show anatomically satisfactory results.
Hoffa has employed Lorenz's method in 64 cases (22
of these double). In all these the reduction has been
successful, but of the 42 unilateral cases only 4 showed
permanent reduction. In many others there was sim-

ply a transposition forward. In the bilateral cases the
results even less good ; never a permanent reduction of
both hips ; in 4 cases the reduction permanent on one
side, transposition on the other; 3 times complete re-
lapse of both ; 15 times transposition on both sides with
good results. Nineteen times Hoffa has tried Schede's
methods. Of 13 unilateral cases he had 1 reluxa-
tion; 12 transpositions up and forward. In 6 bilater-
als, 1 deluxation and 5 transpositions. Mikulicz's
methods Hoffa tried 7 times, 4 cures. 3 improved.
Hoffa treated with his own method 17 unilateral, with
9 cures and 8 transpositions ; 3 double, 1 cure ; 2 trans-
positions.
Petersen reports 161 cases from Schede's clinic

(70 of them bilateral); real permanent reduction in
8 unilateral, in 2 double. Schede and Petersen
have come back to Paci's point of view and hope
usually only for amelioration

—

for transposition. Mi-
kulicz, Heusner, Lange and Kümmel have become
skeptical of results. As things stand, the bio dless
method is advisable hardly after ten years ; after this,
open operation (which has been too much given up).
For much later cases subtrochanteric osteotomy often
advisable and serviceable.
Kirmisson finishes by reviewing the benefits of fix-

ation following traction, followed for several years
and keeping the head forward near the normal posi-
tion. The displacement is a gradual one favored by
motion at the hip and greatly retarded by fixation.
Kirmisson is inclined rather to regard forcible reduction
as a last resort, than as desirable.
Hoffa's 2 technique includes extension of leg, counter

extension from the perineum ; incision in front and
above trochanter down and back, about 6 centimetres
long; the gluteus maximus is drawn upward; the
capsule incised with the limbs abducted ; the anterior
face of the capsule split to the pelvic insertion ; dislo-
cate the head ; gouge out the new acetabulum ; re-
duce ; the wound is not sutured. Hoffa did the open
operation 248 times; 10 deaths, none in the last 132.
Concludes, always first try the bloodless reduction, if
this fails then open operation ; most favorable age is
three to eight years. After treatment of massage and
gymnastics is very important.
Broca and Monchet8 have treated 38 cases of uni-

lateral and 24 bilateral hip luxations at ages from
twenty months to fourteen years. All cases treated
exactly according to Lorenz's present methods. All
cases above ten were failures. Of the 62 cases only 2
proved by the radiograph to be actual reductions. Al-
most always a transposition of the head forward toward
the anterior spine. As to results 15 are called excel-
lent, 25 satisfactory.
Doyen 4 thinks radical cure only by the open opera-

tion. Has devised a special borer to form the aceta-
bulum

—

this he thinks the most important part of
the operation. The actual reduction may need his
special retraction hook to replace the head. After
operation he abducts and rotates inward. May be
necessary to correct rotation later by supracondyloid
osteotomy of the femur.

POTT'S DISEASE.

Bradfordö read a report on the subject defining
somewhat closely the class of cases where any forcible

« Rev. d'orüi., 1900, p. 289.

2 Thirteenth International Congress, 1900.3 Loc cit.
4 Loc cit.
» Loc. cit.
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reduction is allowable and defining the aims of reten-
tive and corrective treatment.
Rédard and Besançon have used forcible correction

in selected cases with good results and apparent osseus
repair in some, about one-quarter in half of the cases
a fairly satisfactory result ; in the remaining quarter the
results were rather poor.
Broca and Monchet have forcibly reduced 40 cases.

They do not believe in operating on cervical cases or
cases with abscess or with lung complications. In 12
of the 40 correction not actually effected. Are ready
to proscribe the operation in all but early cases. Many
cases relapsed.
Ducroque 6 states that in correction of older deform-

ities it is useless to attempt even if correction is possi-
ble. In 20 cases operated on two to four years ago
the deformity has entirely relapsed. The redresse-
ment has hardly any indications save in paraplegia.
Phocas has given up forcible correction for simple

extension under chloroform. In 13 cases so treated
6 could not be reduced, 2 relapsed very early, 2 died,
6 had abscesses, only 1 remained definitely corrected.
As a result is ready to give up redressement in all its
forms for immobilization.
Calot7 has nothing to say for forcible reduction to-

day, but much of dorsal decubitus in plaster apparatus
and of correction by suspension, especially for para-
plegic cases.
Chipault advocates suspension by the feet and ap-

plication of plasters. Further correction than this he
would confine to paraplegic cases.
Piéchaud definitely condems forcible correction.

He has tried it and disbelieves in it and has come
back to the use of the dorsal decubitus.
Menard and Guibal8 have experimented on spines

to produce experimental kyphosis in imitation of that
1 of Pott's disease. Their results are best studied from
the figures with which the article is richly supplied,
but in general the experiments showed that, (1) in
the cervical region destruction of the vertebral bodies
is not accompanied by a proportionate kyphosis; this
is owing to the support of the laminas and transverse
processes which come in contact—there is, however,
a total shortening of the spine at this point, estimated
at about one-half, a shortening without much definite
kyphosis; (2) in the dorsal region there is no definite
hindrance to inflexion except that of the ribs. In fine,
the degree of kyphosis here is proportionate to the
destruction of the vertebral bodies ; (3) in the lumbar
region the results are intermediate ; there is some short-
ening (one-quarter the height). Up to a certain point
the inflexion corresponds to the destruction, but less
accurately than in the dorsal region.
Bouquet9 reports a case of Pott's disease with ab-

scess in which the dorsal decubitus was impossible
from pain. The child was put on the belly, with trac-
tion from the legs and from a short corset. This kept
up for four months and the abscesses healed. On get-
ting up the child, which had previously had a marked
kyphosis and a lateral deviation, was practically per-
fectly straight, and remained so for four months (ap-
parently without apparatus

—

none is mentioned).
Author thinks the child's effort to raise the head (it
was a child of eleven years), had much to do with the
correction.

ALTERATION OF THE INTERNAL ORGANS IN SCOLIOSIS
AND KYPHOSIS.

Bachmann 10 has thoroughly investigated this sub-
ject. He has collected a scattered literature of the
case. Out of 276 cases there was a total of 666 le-
sions of the organs of the circulation, with 164 dis-
eases of the heart muscle and valvular lesion. A
transverse position of the heart and an unusual posi-
tion of the thoracic and abdominal organs, with the
separation of the esophagus from the aorta, was noted
in a number of cases. The causes of death in kypho-
scoliosis is chiefly heart failure, and congestive bronchi-
tis with hypostatic pneumonia and hypertrophy of the
heart is common. Tuberculosis of the lung is not
common in the severer grades of kyphoscoliosis.
Satterthwaite n has studied the displacements of the

the heart in scoliosis. He is not disposed to exagger-
ate the importance of these, but has found displace-
ments present, and moreover has seen prompt amelio-
ration of cardiovascular symptoms as a result of
amelioration of the deformity without other treat-
ment.
Counsel's treatment by exercises was modelled on

Roth's system.
ORTHOPEDIC CORSETS IN SCOLIOSIS.

Hussey,12 in an interesting and thorough article on
the disadvantages of the use of the corset in lateral
curvature, claims that any corset is a disadvantage andincreases the tendency to rotation and side deviation.
This view is opposed by Vulpius, and by Schanz.13
Schanzu claims that the unsatisfactory nature of

the treatment of lateral curvature lies in the lack of
thoroughness in the method of treatment, and ad-
vises the forcible correction in severe cases, this cor-
rection treatment being carried out for four weeks.
After this gymnastics and massage should be carefully
carried out.
ACUTE OSTEOMYELITIS IN THE REGION OF THE HIP.

Bruns and Honsell15 say this affection is not com-
mon, and the writers have collected 106 cases in
the last forty years of the clinic in contrast with
500 cases which have been collected of osteomyelitis
of the lower end of the femur. Of these, 12 patients
were between one and five, 25 between five and ten,
43 between ten and fifteen, 23 between fifteen and
twenty, 2 between twenty and twenty-five, and 1
twenty-six years of age. Males are'more frequently
affected than females. The affection may begin, and
usually does, in the upper portion of the diaphysis.
In some cases it is in the upper epiphysis and occa-
sionally may be in the acetabulum. There is a ten-
dency for the cartilage to protect invasion of the
joint, but when the upper epiphysis is affected in the
severer cases the cartilage may he perforated. This
is frequently the case where the acetabulum is af-
fected. More common is the affection of the upper
end of the diaphysis, with a separation of the epiphy-
sis of the head of the femur. The affection may, and
usually does, cause suppuration and anchylosis. In
the severer cases it causes subluxation ; in many cases,
however, this is not the case. There is less likeli-

6 Thirteenth International Congress, 1900.7 Loc cit.
8 Rev. d'orth., January, 1900, pp. 35, 125.
9 Loc. cit., 1900, p. 21T.

10 Bibliotheca medica, Abtheilung I). 1, H. 4.
u New York Medical Journal, September 30, 1899.
» Zeitscbr. f. orth. Chir., 1900, p. 202.
« Arch. f. klin. Chir., Bd. lxi, H. 1.
" Loc. cit., H. 4.
« Beitr. zur klin. Chir., 1899, p. 41.
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hood of shortening after this affection than after the
tubercular affection, except in cases of spontaneous
luxation. The onset is sudden and the patient is in
a dangerous condition at first. After the onset the
patient usually comes into a better condition, and im-
provement follows. The diagnosis between the osteo-
myelitic affection and the tubercular affection is usually
easy, as the invasion of the former is usually acute.
In the subacute forms, however, the diagnosis is not
easy and must rest largely upon the bacteriological
investigation.
Owen16 gives a special article on osteomyelitis of

the femoral neck. It is most common before twenty
years. The symptoms are those of osteomyelitis in
general, with addition of flexion and adduction of the
hip. The prognosis depends on early operation ; may
be rapidly fatal. Four cases reported. One fatal,
died of sepsis after operation. One recovered after
long treatment. Two were resected with good func-
tional result.

TUBERCULAR OSTEOMYELITIS OF THE SHAFT OF THE
LONG BONE.

Kuttner17 found only 6 cases of this affection
among over 2,000. They are of two classes, the
primary affections and the secondary, that is to say,
those which extend from an inflamed joint. The
primary are extremely rare ; the anatomical appear-
ance is varied, and consists either of circumscribed
focus or a diffused process extending into the whole
of the medullary cavity of the shaft. Either a tuber-
cular bone abscess is formed or very rarely a condi-
tion like the spina ventosa of the short bones. The
affection may extend to the epiphysis and joints. It
usually attacks young children between the ages of
two and six years, who as a rule are affected by
multiple tuberculosis. A diagnosis is difficult on ac-
count of the resemblance to the process following
acute osteomyelitis.
The secondary osteomyelitis is almost exclusively

confined to the shoulder. In Bruns's clinic the cases
were chiefly in adults, but the affection can also occur
in children. Unlike ordinary osteomyelitis, the carti-
lage is not a complete protection from the invasion of
the inflammatory process. The affection is a destruc-
tive one.
Oilier18 adds one to his series of late autopsies,

showing end results after subperiosteal elbow resec-
tion. This case is of especial interest in that it was
performed on an adult for extensive, destructive tu-
bercular disease and that during the eighteen years
that had elapsed between operation and autopsy the
patient had done hard and exhausting work as a vine-
dresser. The range of movement increased with in-
creasing strength till fourteen years later flexion and
extension were practically normal, supination two-
thirds normal, pronation normal, the strength of
the arm in extension over three-fourths that of the
sound side. Seventeen years after the operation he
had lost a few degrees of extension, but the joint was
still firm and strong. The patient died eighteen years
after the operation of a generalized sarcoma in the
prevertebral region, primary in the clavicle or ribs
apparently.
The autopsy showed extremely good reproduction

of the olecranon, and of the V-shaped humeral end
into which the forearm fitted. There was no jointcavity, but lacunas in the uniting fibrous tissue and
some formation of fibrocartilaginous plates, especially
in the sigmoid cavity.The case is interesting from its permanence so far
as disease was concerned, from the remarkable return
of motion with, nevertheless, a firm joint and a nota-
ble return of muscular function, even in the triceps.Most interesting of all perhaps is the light it
throws on the conditions necessary for a perma-nently mobile joint in this form of resection. For
seventeen years the patient had subjected his arm to
severe, often to excessive, use and the joint had re-mained supple ; six months or less before death he
had been unable to work, and in this time the rangeof extension had decreased from 70° to 25°. So here,
as with resections of the older types, there is no joint
formed, but a fibrous mass tending always torecontractunless forcibly prevented by use. The case cited
shows how perfect may be the result so long, and only
so long, as use is constant.Hibbs 19 has studied the atrophie bone shorteningin cases of hip-joint disease, and especially the tibial
shortening. Fifty cases were measured. The shortr
ening in both femur and tibia, about the same usually,
may be over 3 centimetres each. Exists in 60% of
the cases.

RESECTIONS IN SUPPURATIVE COXITIS.
Nelaton 20 reports in detail 2 cases of resection in

a boy of fifteen and a woman of twenty-six years.
The first, after two years of treatment with poor re-
sult, was subjected to resection. Persistent fistula ;
anchylosis not yet complete. Walks, but with a limp.
The second case treated a year and a half with fair
result— wound closed after five months. Shortening3 centimetres. No anchylosis. The cases do not pre-
sent a sufficiently long interval after operation to war-
rant so favorable a set of conclusions as the author
draws.
The chief interest of the article is that the author

definitely concludes that the best result to be hoped
for in operation of cases even comparatively early is
anchylosis in good position. Late excision gives re-
sults preferable to conservative treatment, but less
good than the desired anchylosis.

TUBERCULAR OSTITIS OF PATELLA.

Gross21 reports 4 cases. Age as often above as
below twenty years. Symptoms are spontaneouspains day or night, pain on pressure, unevenness ofsurface of bone, movements little interfered with un-
less joint is invaded. The pathognomonic symptomis a prepatellar abscess of slow formation, much less
mobile than the bursa. Puncture will settle all
doubts. The treatment is removal of the disease,with or without resection of the patella, or openingthe joint as occasion demands.
He considers 30 cases of primary tuberculosis of

patella slathered from the literature.
(To be continued.)

Arrested for Expectoration in Street Car.
—

A man has been arrested and held in New York
City for spitting in a street car.

16 Transactions of the Medico-Chirurgical Society of London, 1899,vol. lxxxii, p. 66.
« Beitr zur klin. Chir., 1899, Bd. xxiv, S. 449.
18 Rev. d'orth., January, 1900.

i» New York Medical Journal, December 16, 1899, p. 876.m Rev. d'orth., January, 19,10, p. 27.M Rev. méd. de la Suisse Rom., March 20,1900, p. 109.
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